Treatment of Breast Cancer: Doctor/Patient Communication and Psychosocial Implications
There is uncertainty about the best method of briefing patients and obtaining informed consent for breast surgery. We have studied what patients were told in comparison with what they believed, expected and knew; and how they felt.
Fifty patients admitted to the Middlesex Hospital for breast surgery were invited to participate; 30 with benign and 20 with malignant lesions. One (malignant) declined. All were interviewed preoperatively. Postoperative and follow-up interviews were carried out, supplemented by information from staff, case notes, rating scales, the Eysenck Personality Inventory (EPI) and Middlesex Hospital Questionnaire (MHQ). We shall communicate overall trends, impressions and experiences rather than confining ourselves to statistically significant results.
Results
Although 85% of women admit that a breast lump may mean cancer (Knopf 1974) only half our patients thought their lump might be malignant when they discovered it (Table 1 ). In the benign group the majority had malignant expectations, whereas in the malignant group the majority had benign expectations, and were less anxious. Most women spoke to a relative or friend before going to a doctor, the benign group more often and sooner. Relatives were reassuring but advised seeing the doctor. Most women did within a week of this advice. At initial consultation: Most of the benign group were told by their GP that there was nothing serious wrong, while most of the malignant group were given uncertain information. Most patients said they were given no information about treatment or were only told vaguely about 'a removal'. At outpatients: Most of the benign group were told it was 'innocent' and that they would have 'simple' operations. Half the malignant group were told nothing definite, half that it could be 'more serious' and most said that the possibility of 'bigger' operations was mentioned. After admission: There was a gradual build up to the final briefing. Housemen were more specific than consultants and registrars. Table 2A shows the overall diagnoses given by the staff, taking the most pessimistic views. About two-thirdsofthe benign group were given definite benign diagnoses, and two-thirds of the malignant group were told that it could possibly be 'nasty'. Rather more definite information was given about operations (Table 2B ). Almost all the benign group signed consent forms for local excisions, while the consent form most often signed by the malignant group was 'frozen section, query mastectomy'; 76 % of the malignant group and 10% of the benign signed consent forms indicating at least the possibility of mastectomy.
Most of the benign group thought their condition was definitely benign and expected local excisions. The malignant group were much less certain; 86 % of them, compared with 36 % of the benign, said there was some uncertainty in their own minds. More in the malignant group admitted to the possibility of mastectomy than malignancy. Most women (71 %) said they did not want any more information at this stage.
After finding the lump, 73 % of the benign and all the malignant group admitted to some anxiety. Depression was less frequent. The only difference in the MHQ and EPI was a higher 'Lie' score in the malignant group. We tried to assess the patients' awareness of, and reactions to, diagnosis and treatment. The benign group were more 'accepting', the malignant more 'ambivalent' and 'denying'. Denial correlated with high 'Lie' score, satisfaction with information given and not asking for more information. In the benign group, 1 patient (3%) had a mastectomy; in the malignant group 27% received treatment other than mastectomies (Table 3) . Those who had no operation were 'under-briefed'. Their conditions were too advanced for surgery. They were glad because they thought their condition less serious, but the staff thought they were 'denying'. An instance of 'over-briefing' was a patient told to 'prepare for the worst', i.e. a mastectomy; but she thought she might die in theatre and was relieved to wake up alive. Staff sometimes try to say one thing but have it interpreted differently by the patient. After the operation: Most said it had gone as they expected. Those who had mastectomies were more likely to report pain, sickness, loss of appetite, sleeplessness, anxiety and depression. The patients' self-diagnoses were now more positive than the doctors' explanations. Most of the benign group were certain their condition was benign; just over half of the malignant group were sure their condition was malignant. More of the malignant than the benign group asked about diagnosis, biopsy reports, &c. However, the benign group were less often satisfied with the information given. There were no differences between their self-ratings but women who had mastectomies rated themselves less anxious and more depressed. The interviewers rated them higher on anxiety, depression and denial. (Denial was associated with not wanting more information and uncertain self-diagnosis.) Women who said they had been given a definite diagnosis and adequate information after operation tended to score lower on anxiety and depression. Those in the malignant group who signed consent forms for 'frozen section, query mastectomy' rated themselves more depressed postoperatively. (Because of the small numbers, these results were not statistically significant.) The more worried or depressed the patients were before operation, the more likely they were to be anxious or depressed afterwards. Of course, women in the malignant group had good cause to be. One said: 'The doctor told me the odds against it happening again were 100 to 1. That may sound like pretty good odds to you, but when you may be that one these aren't such good odds!'
Discussion
The most prominent finding is a consistent discrepancy between what cancer patients say they were told and what they thought was the likely diagnosis. This is confirmed in other studies (e.g. Hinton 1963) . Their apparent satisfaction with uncertainty despite some anxiety suggests the presence of denial mechanisms which are more effective in the cognitive than the affective sphere. But there may also be more ambiguity in communication than is realized by the staff. Holleb (1974) (1964) demonstrated the value of briefing for abdominal surgery. However, the threat of mastectomy and the need to give written consent could be more potent than the surgeons' communications. There is some support for this in the correlation between consent form signed and levels of anxiety and depression. Janis (1958) showed how patients with intermediate rather than high or low anxiety preoperatively fared best postoperatively. The cancer patients' defence mechanisms seem to keep anxiety at a moderate level, allowing the patients to cooperate in treatment and -djust to the traumatic experience. Kubler-Ross (1970) also believes that patients need time to assimilate information and come to the degree of realization they can cope with. We need to be aware of patients' preoperative distortions lest uninformed attempts to correct them prove harmful. Parkes (1974) has also reminded us that we should consider the doctors' emotional needs with the same respect and understanding as those of our patients. Further research is needed to provide definite answers about the 'best' forms of communications.
